MISSOURI DIVISION OF HEALTH — STANDARD .CERTIFICATE OF DEATH 63035841

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

rEAL ) STATE FILE NUMBER
%%’%2}',‘:"",‘} ENDED Registration District No. . 1&& _Primary Reglstration District No. _:‘ @I E __pogistrar’s No. t z_ga

1. PLACE 5 Eﬁﬁ El g 5 Igsa 2. USUAL nsslnéu:s {(Where deceased lived.  1f institution: Residence before

VS 300 _ 8. COUNTY Greene a. STATEM]{ gsouri & COUNTY Greene admission)
Rev. 4/59 . ccl’;v [t outside corporate limits, give TOWNSHIP only) Length of stay in 1b « CITY Intide Limits

TOWN Springfield TowN Springfield Yoo [ No O

c. ﬂ.g.é";lAAME OF (I NOT in hospital, give location) Inside. Limits d. STREET {If cutside, give location) Reside on Farm

ADDRESS
INSTITUTION Burge Hnspital Yes [# No l 1451 E. High St. Yes [ No.f#
3. NAME OF DECEASED First Middle ) Last 4. DATE Month Day Yoar

(Type or print) A OF
James Austin Westmoreland DEATH Sept. 20, 1963
5. SEX ' 6. COLOR OR RACE 7. Married GF Never Married [J [B. DATE OF BIRTH | 9. AGE {last birthday) [+ UI;EER 1 YEAR | IF UNDER 24 HR
. N dowed i . "Mon| D H N
Male White Wioowsd 01 Pivoreed O | 9/51-/89F & G el el M
10a; USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| TI. BIRTHPLACE (City and state or country) .| 12. CITIZEN OF WHAT COUNTRY
during most of werking life, even If retired)
Rallroad Carpenter Retired Missouri Usa
T2s. FATRER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
e
. Joseph Westmoreland 5a Eva L-i-e-e-Le.r L)L"tu\ Pauline Westmoreland

15. WAS DECEASED EVER IN U.S. ARMED FORCES? Address

m"ﬁ" i ""mw"]'m = e e of o Wes tmoreland (Wife)Springfield,Mo.

.18. CAUSE or D!A'I’H {Enter only one cause per line for {a), (b), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: CINSET AND DEATH-

IMMEDIATE CAUSE (a} Malignant lymphoma - 6 mo.

DOCUMENT

Conditions, if any, DUE-TO (b} Chronic lymphatic leukemia 13 yrs,
which gave riss to
above cause a),
stating the un
lying calse Iul BUE TO {c)

PART Ll. OTHER SIGNIFICANT CONDiTIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIL. If d d was femal
" disease condition given in PART i (s} . there' a prégnancy in last 90 dm .

_Li:]‘lul Duoluum:uwn

9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of ftem 18] [
ER ; ot

PERFORMED? a O } '
YES[] NOGR | - . -
Z0:.TIME OF  Hour  Month, Day, Year
INJURY anm. g
p.mM. —

20d. INJURY OCCURRED 70e. PLACE OF INJURY {e.g,, in or sbout homs, | 20f. CITY, TOWN, QR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., etc.) ]
NOT WHILE AT WORK O

tod e decessed from___D€C 1950 w_9/20/63 aod tast TR EFlIve on 9/20/63

Death occurred at. 12 .40 P.—m on the data stated sbove, and to the best of my k_nowlodge, from the ceuses stated.
. ' P4
[Degres or title} 22b. ADDRESS' 1630 N, Jefrerson 22¢c. DATE SIGNED.

Zj é 2 | -~ springfield, Missouri 9-23-63
Z3a. BOR 232, NAME OF CEM R CREMATORY 23d. LOCATION (City, fown, or county) {Stata}
REMOVAI. (Specify)

Burial . Greenlawn Cemetery Spring Missouri
24. FUNERAL DIRECTOR 25. DATE RECI?. BY LOCAL REG. ETRA /

Klingner Funeral Home Springfield,Ma LR 3
C [Licented Embalmer's St on Reverse Side)

LS

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF




€96l 2100

. LR RV Soaan Lt

P S

STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ‘ Student Embalmer No.___ L.
working under my personal supervision.

Student

Signaturs of Student Embaimer

Notfe:. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
with the above consmutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign .in his OWN handwriting.

If this body is not embalmed fact should be so stated above

' _'.. xL,,




